blood-pressure on both sides is 110-120 mm. Hg systolic, and 60-70 mm. Hg diastolic., His femoral arteries at the groins likewise feel rather small.
Apart from the trouble in the right lower limb and the evidence of arterial bypoplasia, no evidence of anything abnormal can be discovered, excepting that his left eye is atrophied from a disease in childhood. The Wassermann reaction is negative, and the urine is free from albumin and sugar. By X-ray examination of the thorax the heart appears of average size and the aorta rather small than large.
Under treatment by rest in bed, hot-air baths to the lower extremities, and small doses of potassium iodide, the patient has greatly improved and the pain that he felt in the affected limb even in bed has practically gone, but on allowing the legs to hang down over the edge of the bed the right foot still (especially the great toe) becomes more red and congested than the left.
Dr. A. P. Cawadias at the meeting kindly examined the arterial permeability in the patient's four limbs by the oscillometric method (cf. Cawadias, " The Oscillometric Examination of Arterial Permeability," Brit. Med. Journ., 1927, i, p. 419 ). The readings of the " oscillometric index " in divisions of Pachon's oscillometer were found to be:-For the middle of the right forearm (radial and other arteries), 1: for the right leg at the middle of the calf (tibial and other arteries), no oscillations; for the middle of the left forearm, 2 -5; for the left leg at the middle of the calf, J.
Dr. Cawadias wrote: " There is thus real diminution of the oscillometric index of the right radial artery and the two tibial arteries, that of the left radial artery being fairly normal. Although there are certain variations depending on the instrument, the oscillometric index for the radial arteries is normally about 3 -0, and for the tibial arteries about 5-0. As to the degree of the arterial stenosis in the present case, one may consider the right tibial as completely obliterated, the left tibial and the right radial as much stenosed, and the left radial as practically not stenosed at all."
In cases of thrombo-angiitis obliterans there has occasionally been evidence of arterial hypoplasia, and it is worth mentioning that Joseph Burke (Deut. Ar-ch. f. klin. Med., Leipzig, 1901, lxxi, pp. 189-239) , in his analysis of twenty cases of congenital aortic and arterial hypoplasia, stated that a kind of intermittent claudication had been present in one patient. The hypoplasia of the lower part of the aorta (and the abnormal collateral circulation) connected with stenosis (co-arctation) of the aortic isthmus. may likewise, though very rarely, give rise to intermittent claudication. 13, 1925 , with tense ascites and great aedema of both lower extremities. The wedema commenced in the right leg fourteen days before admission; two days later the left leg also was swollen, and the abdomen began to enlarge. Otherwise he was said to have enjoyed good health and to have taken two to six pints of beer daily, but no spirits. Ordinaryexamination showed nothing elsespecial, excepting that at first there was slight hoarseness from laryngeal catarrh.
The patient was somewhat fat and his face had a heavy (" beery ") appearance, with slight telangiectases (not of the " spider-like " kind). His urine was free from albumin and sugar. The brachial systolic blood-pressure was 120 mm. Hg. The blood-serum gave negative Wassermann and Meinicke reactions for syphilis. The Pirquet cuti-reaction for tuberculosis wasr strongly positive, of the "hyperallergic type," with spreading lymphangitic lines.
The first paracentesis abdominis (on May 14, 1925) yielded 8,600 c.c. clear, yellowish, ascitic fluid, of specific gravity 1010, and containing only 6 per mille albumin (by Esbach's tube). After the paracentesis the liver could be felt, enlarged and somewhat bard, with slightly uneven surface, reaching below the costal margin, but not quite to the level of the umbilicus. The spleen could not be felt.
The paracentesis abdominis had to be repeated four times before September 4, 1925, when my surgical colleague, Mr. A. Compton (through whose kindness I am able to show the case), performed A. Narath's original modification of Talma's omentopexy, inserting part of the large omentum into a subcutaneous pocket in front of the rectus abdominis muscle to the left of the umbilicus. At the operation the liver was felt to have small irregular bosses on it, and about the spleen, which was slightly enlarged, there was some peritonitic adhesion (indicating a spontaneous tendency towards the formation of a collateral circulation). After the operation paracentesis abdominis was repeated seven times up to and including November 28, 1925. On December 8 so-called "permanent drainage " of the peritoneum was attempted, a rubber catheter being left in. Much ascitic fluid drained away on the first day, much less on the second day, and the tube was removed on the third day, when the flijid came away only drop by drop. From December 9 to December 11 there was slight pyrexia. Paracentesis was again required on December 30. In January and March, 1926, there were slight attacks of erysipelas, with fever. After February 23, 1926, no further paracentesis was required till July 3, 1926. On May 23, 1926, an unsuccessful attempt had been made to get rid of the hernia due to the Narath operation; for this the patient has now to wear a special support. No paracentesis has been required since July 3, 1926. An interesting'feature is that the abdominal wall over the hernia produced by the subcutaneous omentopexy (to the left of the middle line) has often been noted to feel warmer than the corresponding area on the right side. Though perhaps there still may be slight, variable ascites, the patient can get about well. He complains, however, of being weak. There is practically no subcutaneous cedema.' The liver feels somewhat hard and reaches a hand's breadth below the costal margin in the right nipple line. There is no obvious splenomegaly. The galactose test shows slight impairment of hepatic function.
The gradual effect of the omentopexy, etc., on the ascites in the present case corresponds fairly well to what I believe is the best result that can be expected (cf. F. P. Weber, " Hepatic Cirrhosis and the Question of the Operative Treatment of Chronic Ascites," International Clinics, 1924, series 34, vol. i, pp. 88-98) . I do not believe in immediate cure of ascites by operation, when the ascites has lasted a long time and is due to hepatic cirrhosis.
More recently Mr. A. Compton has performed omentopexy in another case of ascites that I have seen with him, likewise undoubtedly connected with hepatic cirrhosis. This time it was performed only about five weeks after the first paracentesis abdominis, when 6,000 c.c. of ascitic fluid had been removed, of specific gravity 1012 (negative Rivalta reaction). The patient (M. J.) was a publican's wife aged 45, who had, she said, been accustomed to take " a few glasses" of beer daily, Saxby Willis: Two Cases of Endocarditis but no spirits. The liver reached considerably below the costal margin, and at the operation Mr. Compton found its surface rough and coarsely granulated; the spleen also had a rough surface and was somewhat enlarged at the operation, though by ordinary palpation before the operation it could not be felt. The Wassermann reaction was negative. The blood-serum showed slight excess of " blood-bilirubin."
The galactose test indicated some impairment of hepatic function. The operation was carried out on September 6, 1927, and this time, with the object of avoiding a subsequent hernia, Mr. Compton inserted a portion of the omentum within the sheath of. the right rectus abdominis muscle, behind the muscle substance (Mayo's method). The surface of the liver was rubbed at the time of the operation. Paracentesis abdominis has not been needed since the operation, and possibly will not be needed again. Ascites, if present at all, is exceedingly slight. It must be noted, however, that hardly any ascitic fluid had re-accumulated between the time of the first (and only) tapping and the omentopexy, and this may have indicated a spontaneous tendency to cure.
Sir HERBERT WATERHOUSE (President) said he thought that Narath's method of fixation of the omentum in the subcutaneous tissue of the abdominal wall was a mistake, as it invariably caused a large hernia, and therefore he had entirely abandoned it. Inserting the omentum between the deep surface of the rectus abdominis and the peritoneum was in every way better, it allowed firm union of the abdominal parietes and was not followed by the development of hernia. In many cases of ascites due to hepatic cirrhosis, nature produced omentopexy through the adherence of the omentum to various parts of the abdominal wall making an anastomosis between the portal and general circulations. On admission to hospital (May 28, 1927) fever, with periodic remissions, was present, moderate analmia with leucopenia, cardiac dilatation (apex beat 4 in. to the left of the nipple line), soft systolic murmur (which became louder during the subsequent fortnight), and later (June 10) a diastolic murmur; haemorrhagic patch in the region of the right optic disc.
Erythematous rash (shoulders, knees and elbows) June 9, which disappeared the following day. Spleen at no time felt.
The stools contained occult blood and a few red cells were found in the centrifugalized urine.
Blood-culture sterile. Occasional transient pain was complained of in the knees but no other manifestation of rheumatism was noted.
The tonsils both have the appearance of chronic infection. Treatment.-Salicylate of soda was given for one month without obvious effect. On June 24 a course of mercurole (Martindale) was begun, in doses of 0 2 grm. intravenously, and at the end of four weeks the temperature showed a tendency to
